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shaped piece from the anterior aspect of the corpus uteri. The patient was 
discharged at the end of a month, with the uterus in normal position. From 
the history it was inferred that venereal excess, as well fts severe manual 
labor, had been an active etiological factor. 

[It is a question if shortening of the round ligaments, preceded by ampu¬ 
tation of the cervix, would not give a more permanent result in such cases.— 
Ed.] 


The Conservative Treatment of Pyosalpinx. 

Vcillet (Ibid.) in opening the discussion on this subject, arrived at the 
following conclusions: In the majority of the cases a cure can be effected by 
puncture of the tube alone, or followed by incision and drainage, and is 
devoid of danger in skilled hands. He had had two cases of pregnancy in 
pyosalpinx thus treated, and therefore believed that it was the duty of gyne¬ 
cologists to adopt this conservative method before deciding to remove the 
adnexa. 

Pozzi affirmed that puncture was not curative in suppurative disease of the 
tubes; he favored the preservation of portions of diseased ovaries in order to 
render subsequent conception possible. 

Martin agreed with the latter with regard to resection of the ovary, but 
favored also resection of the tubes. He stated that about one-fourth (!) of the 
patients whose diseased ovaries he had treated conservatively had subse¬ 
quently become pregnant. 

Vaginal Hysterectomy for Disease of the Adnexa. 

Jacobs (CentralblaU JUr Gynakologie, 1894, Ho. 18) strongly urges the 
superiority of the vaginal over the abdominal operation for the removal of 
diseased adnexa, presenting his own statistics, showing a mortality of 2.7 per 
cent in 184 cases, as compared with a death-rate of 5.7 per cent, in 1540 
celiotomies performed by various operators, including Martin and Tait. In 
690 vaginal salpingo-oophorectomies by other operators, including himself, 
the mortality was Gnly 4.49 per cent Moreover, it was formerly the practice 
to resort to the vaginal operation only in complicated cases in which celi¬ 
otomy was judged to be impossible—an additional argument to support his 
position that where removal of both tubes and ovaries is indicated the uterus 
should be removed at the same time. He denies the justice of the criticism 
that after the vaginal operation has once been begun it must be completed, 
since it is his practice to first open Douglas’ pouch and to satisfy himself 
regarding the condition of the adnexa. If both are diseased, he removes 
them with the uterus, otherwise he performs unilateral salpingo-oophorec- 
tomy. 


Encapsulation in Abdominal Drainage. 

Frank (CentralblaU far Gynakologie, 1894, Ho. 16) insists that subsequent 
observations have confirmed the opinion which he expressed in 1881, that 
drainage after cmliotomy is dangerous unless the diseased portion of the 
abdominal cavity can be completely shut off from the healthy. It is easy 
thus to isolate the pelvic cavity by utilizing the existing natural barriers, the 
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rectum with the meso-rectum and meso-colon, which can be drawn down 
over the raw surface. This barrier is fortified by the union of the appendices 
epiploic® of the gut with the parietal peritoneum. In this way the coils of 
small intestine are prevented from coming in contact with the raw surfaces. 

[The writer apparently overlooks those cases in which, on account of general 
adhesions, it is impossible to draw down the protecting barrier. -Ed.] 

The Surgical Treatment of Incontinence of Urine. 

Frank (Cenlralblatt fur Gynakologie, 1894, No. 16) describes the following 
successful operation for incontinence following parturition, presumably due 
to retroflexion with fixation: The anterior vaginal wall was incised from a 
point just opposite the beginning of the urethra, as high as the portio, and 
the posterior wall of the bladder was dissected away. A fold was turned into 
the bladder, so as to form a valve over the vesical opening, and was secured 
with catgut sutures. A cicatricial band, which extended across the vesico¬ 
uterine pouch, had previously been divided, and in order to prevent its 
re-formation a vaginal flap was brought over and sutured in its place. After 
the third day the patient was able to pass her urine naturally, and the incon¬ 
tinence was permanently relieved. t 

.Schultze [Cenlralblatt fur Gynakologie, No. 17) read a paper on ‘Ure¬ 
thral Incontinence” before the International Medical Congress, in which 
he advocated the following operation that he had performed successfully: In 
a patient with incontinence due to laceration and fistula of the urethra, he 
made a denudation in the shape of a horseshoe, including the fistula and 
extending as high as the neck of the bladder, uniting the apposed surface 
with numerous sutures of silkworm-gut. A catheter was left in the bladder 
for nine days, at the end of which time the sutures were removed, and there 
was perfect retentive power. The bladder being much contracted, its capacity 
was increased by hydrostatic pressure from four to six ounces. 


The Eesults of Thure Brandt’s Method. 

Jentzer [Ibid.) reports 114 cases, including various pelvic affections, from 
a review of which he deduces the following conclusions with regard to treat¬ 
ment during menstruation: If pelvic massage is practised during the men¬ 
strual flow it must be gentle and the sittings must be of very short duration, 
the movements being those which oppose congestion. At this time it often 
relieves pain, and, if carefully conducted, never causes inflammation. Metror¬ 
rhagia is relieved, pelvic exudates are more rapidly absorbed, and adhesions 
disnDpear more easily and rapidly. In general, if massage is suspende 
during the menstrual flow, the treatment must be much more prolonged. 

Salpingitis Nodosa. 

Under this name Wertheim {Centralblatt fur Gynakologie, 1894, No. 18) 
refers to the form of tubal hypertrophy described by Schauta and Chiari as 
the incipient stage of chronic salpingitis. The nodules were prevrously sup¬ 
posed to be true myomata of the tubes. They are always located near the 
uterine end. and are accompanied by evidences of perimetritis. In the 



